Purpose
Parents of NICU infants face multiple stresses, and they have higher one-year prevalence rates of postpartum depression and posttraumatic stress disorder (PTSD) than parents of healthy term infants. Stressed parents are less able to form secure attachments with their infants. Premature infants whose parents are depressed have worse developmental outcomes than do other infants. Therefore, psychosocial support of NICU parents is essential to optimize outcomes for babies.
Methods
The National Perinatal Association convened a multidisciplinary workgroup to determine program standards for psychosocial support of NICU parents. The group of 50 participants from over 20 organizations met at a one-day summit in 2014. The group included psychologists, social workers, neonatologists, a perinatologist, nurses, nurse midwives, occupational therapists, public health workers, and former NICU parents. The workgroup was divided into 6 teams to focus on: 1-role of mental health professionals; 2-role of peer support; 3-family-centered developmental care; 4-palliative care and bereavement; 5-post-discharge support; and 6-staff education and support. Teams performed literature searches to determine evidence-based needs of NICU parents as well as best practices. All recommendations were subsequently sent to participating organizations for their review and endorsement.
Results
Recommendations included: 1-NICUs with 20 or more beds should have at least one full-time masters' level social worker and one full or part-time doctoral level psychologist embedded in the NICU staff . Their roles can overlap and may include screening of parents for emotional distress, providing clinical services, and performing research. 2-Layered levels of emotional support should include family-centered developmental care and peer-to-peer support in every NICU, mental health professional support for parents displaying acute distress, and referrals to psychologists or psychiatrists for parents who have more concerning risk factors or escalating distress. 3-Peer-to-peer support provided by trained volunteers should be off ered to all parents, with in-person support as a best practice. When possible, support should begin in the antepartum period and be carried through post-discharge. 4-Family-centered developmental care should include parents as partners in the care team, involving them in all rounds. Parents' active provision of care is endorsed. 5-All health professionals that work with pregnant women and their families should be trained in palliative and bereavement care. 6-Home healthcare workers should be trained to provide psychosocial support to families as part of their services. 7-All NICU staff should receive training on normal/expected responses of parents to a NICU stay, methods of communication and of providing support to parents, and elements of self-care to minimize burnout
Conclusion
NICU parents typically experience psychological distress, and staff eff orts to provide psychosocial support in a variety of ways can mitigate parents' increased risk for postpartum depression and PTSD, as well as improve the parent-infant bond. The infant's development should be optimized as a result.
Eff ects of Toxic Social Environments on Mood and Disordered Eating
Dominique R Williams, MD, MPH, FAAP, 1 Barbara R Benson, BSN, RN, 1 Patricia Belford-Cohen, LCSW, 1 and Jill H. Layne, LCSW. 1 1 Children's Hospital of the King's Daughters, Norfolk, VA
Purpose
The purpose of this study was to assess the relationships between social environments and depression or disordered eating among children undergoing treatment in a pediatric weight management program.
Methods
This study reviewed records of 100 patients enrolled in a year-long pediatric weight management program that included clinical supervision by a pediatrician, nurse, dietitian, exercise specialist, and licensed clinical social workers. The dataset included information regarding psychosocial stressors, family history, mood, behavioral, and developmental disorders. Depression and depressive symptoms were grouped as "mood disorder;" the term "disordered eating" included emotional or compulsive eating, binging, and restricting. The prevalence of problems with peers, uninvolved parents or unsupportive family, and abuse were compared to the presence of depression or disordered eating. P-values associated with the tests were considered signifi cant when less than 0.05, and are provided in the summary of results. Table 2 includes a summary of the sample. Patients who disclosed problems with peers or family exhibited signifi cantly higher rates of disordered eating and depression. Higher rates of depression were also seen in patients with an uninvolved parent ( Table 1) . Disordered eating behaviors occurred more frequently in single parent homes or when there is an uninvolved parent. The mechanism for these relationships is unclear. In the absence of depressive symptoms, signifi cantly fewer patients disclosed disordered eating, X 2 (1, N=100) = 7.67, p<0.01. 
Results

Eff ects of Toxic Social Environments on Mood and Disordered Eating (continued from page 3)
Conclusion
Further research is needed to fully understand the factors that mediate the eff ects of social environments on aspects of obesity. The results of the study support the idea that troubled social environments produce responses that may eventually manifest as disordered eating, depressed mood, and abnormal weight gain. Peer interactive diffi culties 54
Major family health problems 12
Recent major changes in family 25
Patient-family interaction diffi culties 15
Limited family resources 4
Parent/Sibling discord 40
Single parent household 23
Uninvolved parent 17
Abuse 12
Family History (%)
Parental obesity 63
Addictions 26
Parent/Relative underwent gastric bypass surgery 15 
Mood, Behavior & Developmental Diagnoses (%)
Anxiety Disorder
Background
The distribution of burden caused by environmental toxins and pollutants is often the greatest for vulnerable populations, including children, especially those from low income and minority families. Learning how to analyze environmental determinants of illness and understand the implications of these determinants on the distribution of disease across cultures and population groups is essential to assist healthcare students to become more involved in healthcare promotion and advocacy for a healthy environment for all our children.
Purpose
The aim of this project was twofold: fi rst to have healthcare students gather health data from national and regional resources and compare it against corresponding environmental conditions, including air and water quality. The second objective is to learn how to analyze this information eff ectively to advocate for a healthy environment.
Method
A web-based, 5-step approach was used to teach healthcare students about environmental risk factors using an online pollution locator, at http://www.scorecard.com. First, students chose four zip codes from diff erent areas within their states and created a demographic profi le of the area. Second, the students compare and contrast the risks in these areas. Third, students identify major and minor health disparities within their state. Fourth, in order to complete this assignment, each student must rank order their environmental priorities, Fifth, the student creates a "suggested plan of action" which promotes environmental health. Examples of action plans might include writing to a legislator or supporting a bill in the General Assembly that targets clean air or water.
Discussion
Using a web based approach, students can gain a snapshot of the health in their communities. They can compare community risks and better understand issues related to environmental justice. Analyzing the scorecard can provide statistical data to evaluate environmental health and provide students with a vehicle to become proactive in their communities.
The Iscreen Study: A Randomized Trial on Screening for Social Determinants of Health
Dayna A Long, MD. UCSF Benioff Children's Hospital Oakland, Oakland, CA
Purpose
There is growing interest in clinical screening for pediatric social determinants of health, but little evidence on formats that maximize disclosure rates on a wide range of potentially sensitive topics. We designed a study to examine disclosure rates and hypothesized that there would be no diff erence in disclosure rates on face-to-face versus electronic screening formats for items other than highly sensitive items.
Methods
We conducted a randomized trial of electronic versus face-to-face social screening formats in a pediatric emergency department. Consenting English-speaking and Spanish-speaking adult caregivers familiar with the presenting child's household were randomized to social screening via tablet computer (with option for audio assist) versus a face-to-face interview conducted by a fully bilingual/bicultural researcher.
Results
Almost all caregivers (96.8%) reported at least 1 social need, but rates of reporting on the more sensitive issues (household violence and substance abuse) were signifi cantly higher in electronic format, and disclosure was marginally higher in electronic format for fi nancial insecurity and neighborhood and school safety. There was a signifi cant diff erence in the proportion of social needs items with higher endorsement in the computer-based group (70%) than the face-toface group (30%).
Conclusion
Pediatric clinical sites interested in incorporating caregiver reported socioeconomic, environmental, and behavioral needs screening should consider electronic screening when feasible, particularly when assessing sensitive topics such as child safety and household member substance use 
Community Collaboration -Toxic Stress and Resilience
Discussion
A conference has been designed around the CATCH Leonard P. Rome AAP grant to bring Dr. Andrew Garner to Kalamazoo residency program. 2 residents Drs. Sikkema and Johnson were awarded the grant. We were able to attach a community program to our local Kalamazoo Community Mental Health and Substance Abuse Services System of Care Conference. Our goal is to promote horizontal integration vs. "silos" both in our community and across the state. Attendees include local stakeholders as well as state Dept of Human Services and Dept of Community Health representatives. This is also in conjunction with our state chapter (MIAAP) goal to address Toxic Stress.
Times
Presenter(s) Topic CME 
Case Report
A NICU team is taking care of a 34 week old male admitted with hypoxia and hypothermia, complications of prematurity. On day of life 2, however, the mother and father decide to name their child "Krystal Meth," because that was what they "were high on" when the child was conceived. Consultation with social work does not convince the family to change their minds, and the team is reluctant to consult the ethics committee.
Discussion
The naming of children has been an ethically neutral one, a process left up to family discretion. The notion behind this laissez-faire policy is that names are highly personal, and that freedom of expression has strong roots in our constitution and national culture. However, names are also public, and help to refi ne a child's identity. There is a growing body of evidence from the social sciences that demeaning given-names may result in harm to a child's future psychological, economic, and social prospects. The science of toxic stress and the ACEs Study suggest that even a risk of psychosocial trauma is something which we should seek to limit rather than ignore.
The author argues that healthcare providers have a moral obligation to try to prevent harmful names, because the physician-patient relationship in pediatrics exists as a covenant of trust. WHO's defi nition of health includes "mental and social well-being and not merely the absence of disease," and supports this premise. The author distinguishes between names that are unwise, but not harmful, and "unhealthy" names, which are further divided into the "degrading" and the grammatically "nonsensical." Degrading names should not be allowed because of the probability of social harm; nonsensical names should be proscribed because if language has a social function, then a purely subjective grammatical rule (and therefore the name itself) is incoherent.
The author argues for a spectrum of "hard" and "soft" interpretations of the ethical duty to protect a child's name. A hard policy might involve statutory laws; the soft policy could include ethics committee oversight of names and/ or faculty and staff education to increase ethical sensitivity. Finally, the case report rebuts common counterarguments including: constitutionality; threats to diversity; the lack of imminent physical harm; and the argument that a name is only temporary.
Promoting resilience and reducing stress in childhood begins before birth, but can be promoted by improving health care providers' ethical sensitivity toward parental naming choices. A degrading name should not be given a "free pass" in the name of "freedom of expression." Our ethical duty demands a heartfelt concern for the well-being of the whole patient-a child with immutable dignity. 
Improving Outcomes for Young Children By Mitigating the Impact of Toxic Stress and Trauma
Case Report
In 2014, The Rhode Island Department of Health received funding from the Maternal and Child Health Bureau: Early Childhood Comprehensive Systems initiative to develop a system that would identify and reduce negative infl uences on early development. The purpose of the project is to implement systems building activities and develop strategies to enhance services to mitigate the impact of toxic stress and trauma in infancy and early childhood. Specifi c project goals include: 1. Enhancing systems of recognition, response, and intervention to improve outcomes for children who have experienced toxic stress and/or trauma 2. Enhancing community based intervention systems to better respond to the needs of children birth to three who are at risk for experiencing or have experienced toxic stress and/or trauma 3. Creating/Supporting a state-community infrastructure to provide governance, structure and evaluation to support RI to recognize and respond to families who experience toxic stress and/or trauma To achieve project goals, a state team of experts in early childhood systems, primary care, mental and behavioral health, home visiting, early childhood education, healthy environments, public health, research, and evaluation has been assembled. The work of the expert team has been driven by answering the following questions: How do we defi ne toxic stress? Is there perinatal data already being collected that could serve to predict future toxic stress risk? Are there existing tools for assessing toxic stress risk and assisting in toxic stress "diagnosis"? Who should be screened for toxic stress, at what age and in which settings? What type of training do professionals need to eff ectively screen for and address toxic stress? What are the most eff ective interventions for addressing the factors that lead to toxic stress? Are eff ective interventions for toxic stress available and accessible to the population to be screened? What are the outcomes to be evaluated?
Discussion
Work will take place over three years. Work completed in the fi rst year of the project includes:
• Development of a defi nition of toxic stress and description of the state's capacity to respond to toxic stress. The defi nition will be adapted for messaging campaigns to a variety of audiences: professional providers, nonprofessional providers, families, and policy makers. • Development of a toxic stress screening tool currently being piloted in the home visiting setting • The development of a toxic stress training program for primary care providers of young children and home visitors which includes on-line self-learning modules and in person workshops for skill building and training on the use of the screening tool • Integration of behavioral health with evidence-based home visiting programs which are anticipated to be a primary component of the interventions to address toxic stress • Establishment of a centralized referral system for providers to use in linking families to resources 
Case Report
Throughout Illinois, there are strong commitments to providing trauma-informed support and quality services for children and families at risk in many service sectors, including health care, mental and behavioral health, family support, home visiting, and education. While providing trauma-informed support throughout the lifespan is important, program and agency leaders in early childhood systems in particular have embraced the challenge of integrating trauma-informed practice into systems because of the signifi cant potential to reduce negative outcomes, which can include diffi culties in the classroom setting and with learning, behavior problems, poor social and emotional competence, and impaired relationships.
However, the likelihood is very remote that from one community to another or from one profession or system to another, every service provider a) has access to training and other resources on trauma and toxic stress; b) is supported to implement best practices; and c) coordinates services with other systems interacting with the child and caregivers. In addition, existing training and other resources for trauma and toxic stress are often not consistent in messaging, important concepts related to adverse childhood experiences, or trauma informed principles.
In Illinois, the emerging eff orts to become trauma-informed have been created in specialized silos and intended to meet the needs and abilities of particular professions or have been designed reactively to meet only very specifi c population needs, often in those communities most impacted by trauma. To be eff ective, it is imperative to ensure comprehensive and coordinated training, consulting, and coaching of early childhood professionals, as well as routine and eff ective information sharing between systems and consistent messaging to parents and caregivers. Additional work is needed to expand access to resources systemically and statewide, to ensure it is of high quality, and to coordinate eff orts between systems.
The Illinois Promoting Resiliency of Trauma Exposed Communities Together (PROTECT) Initiative has convened leaders from key early childhood systems, state agencies and initiatives to address these challenges. ICAAP, as the project lead, has brought a pediatric perspective and built on important work of the national American Academy of Pediatrics, the Substance Abuse and Mental Health Services Administration (SAMHSA), and the Centers for Disease Control (CDC) in attending to adverse childhood experiences, toxic stress, and trauma.
SAMHSA's document "Concept of trauma and guidance for a trauma-informed approach" off ers some established strategies and tactics for becoming trauma-informed in approach and practice by providing direction in the application of six key principles and ten implementation domains.
PROTECT has progressed beyond the review of existing professional development materials, to an interprofessional dialogue about resiliency building within organizations and communities and the application of trauma-informed principles and domains.
Discussion
Session participants in will learn more about PROTECT and have the opportunity to strategize application of learning within their own organizations. 
Talking
Purpose
Research demonstrates that infancy and early childhood are critical times of brain development. Early quality engagement between primary caregivers and infants and young children promote important lasting bonds, strengthen resilience and enhance brain development and vocabulary acquisition. UCSF Benioff Children's Hospital Oakland and the UCSF Phillip R Lee Institute for Public Policy along with the Clinton Family Foundation and Next Generation are implementing a two-pronged intervention -a community wide campaign and a provider intervention occurring during well child checks within community healthcare centers --to test the eff ectiveness of eff orts to encourage parents to talk, read and sing to their infants and toddlers. Both eff orts use multiple high quality, attractive creative material, including children's clothing, books, tool kits and media messaging.
Methods
This mixed method evaluation utilizes key informant interviews, focus groups, surveys/interviews of parents and collection of analytics regarding numbers of billboard and commercial views, website hits, etc., to assess the impact of the community campaign and provider intervention. In addition to measuring the impact on parent's knowledge and behavior, the evaluation seeks to understand which messages and creative products are most eff ective. Specifi cally, the evaluation seeks the impact of each major campaign components: trusted messengers, environmental prompts and tools to facilitate change.
Results
The evaluation will not be completed until late summer 2015. Results will include qualitative fi ndings from the key informant interviews and focus groups and quantitative analysis of the parent interviews/surveys and the analytics. Early fi ndings suggest strong favorable reactions to the creative items. Due to the high quality and usefulness of the materials, parents feel valued and have motivated parents to talk, read and sing to their children. Providers are also enthusiastic about the creative and the books as they provide eff ective tools for communicating that talking is teaching. Final results, which will presented quantitatively and qualitatively, will demonstrate overall impact of the eff orts as well as the relative impact of specifi c components.
Conclusion
The evaluation fi ndings will provide important insight into the eff ectiveness of the overall Talking is Teaching: Talk, Read and Sing campaign and the individual components, including messages, messengers and creative materials. This information will inform children's hospital and communities nationwide who are interested in programs intended to support infant and child development and infl uence long term health and well-being
Collaborating for Care Around Childhood Adversities and Toxic Stress
Diane Liu, MD, Homa Rehmani, MSW, Amy Wuthrich, BS, MS, and Chuck Norlin, MD. University of Utah -Utah Pediatric Partnership to Improve Healthcare Quality (UPIQ), Salt Lake City, UT
Purpose
To improve awareness of and response to Adverse Childhood Events (ACE).
Methods
In collaboration with the Utah Division of Child and Family Services and the Fostering Healthy Children (foster care) program, nine practices (14 physicians and 1 Nurse Practitioner) enrolled in a 9-month Quality Improvement Learning Collaborative (LC) from May 2014 to January 2015. Each practice determined target age groups for screening for exposure to adverse events, symptoms of toxic stress, and referral to local resources for those with symptoms. Each practice randomly selected records of 30 well-child visits for the initial assessment/baseline measurement.
Practice teams attended a quality improvement learning session where they learned the evidence behind screening for ACEs and were taught quality improvement methods, including how to conduct rapid cycles of change through the Model for Improvement. Each practice team developed customized plans to implement routine screening for and response to symptoms. Monthly measurements of 10 randomly selected charts were conducted, and practices received regular feedback via conference calls to support continued cycles of change, discuss barriers and solutions, and monitor progress. At the conclusion of the learning collaborative, each practice again evaluated 30 randomly selected visit records and results were compared to baseline data. Results of the project's aggregate data were shared with all practices.
Results
At baseline, with the exception of one practice, all practices had a score of zero for all measures because none had been screening. There was a substantial increase (from 0-1% at baseline to greater than 70%) for all measures from an aggregate standpoint. Overall participating practices achieved 70% or higher completion rate for screening exposures of adverse events. When screening yielded positive results, practices achieved 70% or higher in evaluating for symptoms, and 75% or higher in treatment planning including referral to social and mental health services when symptoms were identifi ed.
Conclusion
Through a 9-month Quality Improvement Learning Collaborative, clinicians and staff from various practice settings improved identifi cation of children with a history of traumatic experiences and symptoms of toxic stress, and increased referral to local social and mental health resources.
From Bench to Bedside: Addressing Toxic Stress in Pediatric Medical Center
Suzanne Roberts, MD and Karen C. Rogers, PhD. USC Keck School of Medicine/Children's Hospital Los Angeles, Los Angeles, CA Given the association between adverse childhood events (ACES) and a variety of long-term health outcomes, addressing toxic stress is both imperative and uniquely challenging for pediatric practice. A large urban pediatric medical center is utilizing multiple strategies across disciplines to increase identifi cation and response to toxic stress in both inpatients and outpatients at risk. The goals of this eff ort are to increase awareness of pervasive impact of toxic stress in pediatric encounters, including the scientifi c basis for eff ects of toxic stress on brain architecture and child development and the power of relationships in prevention and treatment of toxic stress, as well as to equip providers with tools to help families aff ected by toxic stress.
Education and training on toxic stress in this setting needed to:
• Refl ect the hospital's clinical and academic mission through application of science to practice in all areas of patient care.
• Reach both clinicians-in-training and established practitioners • Make information relevant to practice • Utilize both didactic and clinical case-based teaching • Appeal to a variety of professional disciplines Strategies are being implemented at varied levels to maximize eff ectiveness: hospital-wide, general pediatrics or specialty-care focused, and interdisciplinary team-based. Leadership, practicing clinicians, and clinicians-in-training have been targeted to eff ect "top down and bottom up" culture of awareness regarding the lifelong health impact of adverse childhood experiences resulting in toxic stress. Resources are disseminated to pediatricians and other providers to improve sense of competence in addressing toxic stress in practice and reduce perceived professional helplessness. Clinicians and clinicians-in-training at the hospital's community mental health center have been included to promote continuity of care and a common understanding of the relationship of toxic stress to the hospital's mission to build healthier futures.
Specifi c education and training strategies relevant to the primary care pediatrician have included:
• Hospital-wide didactic: Neuroscience-focused interdisciplinary grand rounds, introducing the basic science underlying toxic stress induced changes in brain architecture, protective factors, and treatment strategies. Presentation by general pediatrician, trauma-trained psychologist, and basic scientist.
• Pediatric medical practice: introduced socioemotional screening and maternal depression screening into protocols utilized by both residents and attendings in general pediatrics clinic for well-child visits. Developmental screening and Reach Out and Read program already in place. Practitioners provided with linkages to clinic family support program or community services for positive screens. Education provided on observing caregiver-child attachment and encouraging positive parenting and social capital to promote resiliency at all well child visits.
• Pediatric resident training: conferences during community and advocacy rotations on toxic stress, maternal depression, positive parenting; participation in clinics for children exposed to abuse, neglect, or placed in foster care.
Lessons learned and future directions for this program will be addressed.
Trauma -Informed Care: A Training Model for Pediatricians
Ramkumar Jayagopalan. Carolina Pediatrics, SC
Purpose
South Carolina Chapter of the American Academy of Pediatrics obtained the "Health care for children and youth in foster care" grant from the Academy's Council on Foster care, Adoption and Kinship care in May 2013. The purpose of the grant was to provide Trauma informed training to pediatricians who serve foster kids and kids in kinship care. Trauma in early childhood has been proved to have signifi cant risk for somatic and emotional health problems in the adulthood 1 . Greater than 30% of kids have had a signifi cant trauma in their early childhood. The fi nancial implication of this is enormous. Pediatricians play a very important role in identifying these kids and provide proper treatment and link them to the right evidence based mental health treatment options available in their communities. Unfortunately pediatricians do not get adequately trained in dealing with trauma.
Methods
In order to get a baseline data on trauma awareness among pediatricians in South Carolina, a survey was done among pediatricians during the 2014 CATCH meeting in Charleston, SC. After lot of discussion about the best way to do trauma training we decided to hold a learning collaborative. We partnered with project BEST to provide the training. Project BEST is a community collaborative that provides trauma informed training in South Carolina to mental health providers. The learning collaborative was attended by close to 30 people including pediatricians and other practice staff . The content of the learning collaborative included presentations on what trauma informed training means for pediatricians, practical tips on taking care of foster kids, common medications that could be used by pediatricians, 2 hour training provided by project BEST on using standardized screening for trauma and referral resources to provide evidence based treatments for trauma. We also gave suggestions on quality improvement steps that could be implemented. We partnered with QTIP (a South Carolina CHIPRA grant) in arranging the conference. The Department of Social Services (DSS) was also represented at the meeting.
Results
The survey results were as follows:
Conclusion
Trauma in early childhood is a signifi cant burden on the society and pediatricians play an important role in tackling this issue. There is an urgent need for trauma informed training for pediatricians and residents and ours is a model that could be replicated in other states. 1 "The relationship of adult health status to childhood abuse and household dysfunction", The American Journal of Preventive Medicine in 1998, volume 14, pages 245-248.
Total providers answering survey 24
Providers screening for trauma (non standardized tool) 52%
Providers using standard tools 9%
Providers inquiring about reactions to trauma 39%
Providers providing information to families about trauma and its eff ect 17%
Providers providing anticipatory guidance 21%
Providers who were aware of age appropriate treatments for trauma 17%
The Capacity to Care: Initiating a Trauma-Informed Transformation By Assessing the Culture in a General Pediatrics Clinic
Ashley G Bennett, MD, University of Southern California Keck School of Medicine/CHLA, Los Angeles, CA
Purpose
Pediatricians play a critical role in advocating for trauma-informed systems of care, but many struggle to provide such care in their clinics. The pervasive eff ects of trauma can create barriers at every level of care and aff ect a clinic's capacity for providing trauma-informed care. Secondary traumatic stress and burnout adversely aff ects direct patient care and may impair staff 's ability to implement necessary changes. The culture and policies of the organization can exacerbate the impact of trauma on patients and providers. Addressing these barriers is the fi rst step in creating a trauma-informed medical home. This project assessed the capacity of one clinic for providing trauma-informed care using two brief surveys.
Methods
IRB exemption was granted. All clinical and offi ce staff at an inner-city pediatric clinic were asked to complete two anonymous surveys. The clinic supervisor emailed the request, along with the links to the surveys, and information about employee assistance programs to all staff members. To maintain anonymity in the small sample, no demographic data was collected.
The fi rst survey contained The Professional Quality of Life Scale (PROQOL) (Version 5), which assessed compassion satisfaction, burnout, and secondary traumatic stress.
Trauma-informed principles informed the creation of a second survey, which assessed current practices, policies, and culture of the organization.
Results
Overall, the clinic staff reported high compassion satisfaction, high secondary traumatic stress, and low-moderate burnout. This pattern of scores is typically unique to high-risk situations, such as working in areas of war and civil violence.
The organizational assessment identifi ed several problems. In general, staff reported feeling physically safe at work, but not emotionally safe. Organizational policies were described as rigid. Most felt the organization did not value the opinions of patients or staff . 40% felt confi dent that they were already making trauma-informed modifi cations, although most reported a lack of trauma screening and available resources. There was a lack of initial and ongoing training opportunities, but most were interested in learning about and implementing trauma-informed care. Results of both surveys were shared with clinic administration. A strategy was developed based on the fi ndings to prioritize future activities.
Conclusion
When developing a program to implement trauma-informed care, brief staff surveys, such as the PROQOL and organization assessment can provide useful information about the clinical capacity for providing trauma-informed care and can help identify priority areas for future activities. 
Early Life Housing Stress and Urban Childhood Asthma
Purpose
Disproportionate exposure to environmental triggers and variations in genetic susceptibility do not fully explain the asthma disparities in urban children, suggesting that other infl uences should be considered. The role of early life stress in the pathogenesis of asthma is emerging, however, little is known about the specifi c role of housing-related stress. This information would contribute to a more robust understanding of both the physical and psychological aspects of housing that may directly and indirectly infl uence childhood asthma. In this study, we hypothesize that high levels of early life housing stress will be associated with childhood asthma, and chronic housing stress will have a greater impact.
Methods
This study utilizes data from an established urban pregnancy cohort. Early life housing stress was measured using the Crisis in Family Systems (CRISYS) scale during pregnancy and when children were approximately 18 months old. A weighted sum of housing stress was calculated from the relevant housing-related CRISYS items, and was dichotomized at the median value into high and low stress for each visit. The outcome was maternal-reported, physician-diagnosed asthma by age 6 years. Multivariable regression models estimated the association between housing stress and asthma, adjusted for child sex, season of birth, race, education, maternal atopy, household cockroach allergen level, and presence of other environmental housing issues (rodents, moisture/mold).
Results
Analyses included 573 mother-child pairs with complete data on housing stress and asthma. Of a possible housing stress score of 52 for each visit, the median for prenatal was 2 (IQR=5, Range 0-32), and for postnatal was 2 (IQR=4, Range 0-28). Approximately one-third (35%) of mothers had high housing stress in both periods. Women with high housing stress in both periods were more likely to be atopic, obese, report water and rodent problems, and have an asthmatic child compared to those with low stress in both periods (p values <0.05). Children of mothers with high stress in both periods were more likely to have asthma (OR 2.9, 95%CI 1.3-6.5) compared to children of mothers with low stress in both periods, in an adjusted logistic regression model. Further inclusion of maternal smoking, maternal age, or birthweight did not substantively alter these fi ndings.
Conclusion
Chronic housing stress in early life may infl uence asthma expression in urban children even when adjusting for in-home physical environmental factors. These results may inform clinical screenings to identify high risk families and contribute to public health interventions that better address both psychosocial and environmental housing issues in urban populations.
Fostering Health NC: An Initiative to Connect Children and Youth in Foster Care to a Medical Home
Leslie Starsoneck and Leigh Poole Lodder, North Carolina Pediatric Society, Raleigh, NC
Case Report / Discussion
The American Academy of Pediatrics considers children in foster care to be Children and Youth with Special Health Care Needs. Nationally, their health care costs are triple that of their age-matched Medicaid peers . Their health is deeply compromised by the trauma they have experienced through the abuse or neglect that prompted their removal, the many transitions they experience -through multiple placements and sometimes intermittent returns home to their biological parent(s), as well as the lack of a continuous medical home. Their healthcare is often episodic and fragmented.
Our initiative, in partnership with our state chapter of the AAP seeks to improve the health outcomes and reduce costs of the state's foster care population. The initiative engages the local primary care clinician, the local department of social services, and the state's medical homecare management network for the Medicaid population to enhance communication by clarifying and removing barriers to sharing of information, leveraging technology, and operationalizing best practices, including those that establish strong care coordination. The project emphasizes adopting the AAP's recommended enhanced periodicity schedule for children in foster care, drafting letters of agreement among agencies that guide local collaboration, and granting access for the local department of social services to Medicaid claims information in support of the initial (health screening) visit and case management decisions. The project is guided by the expertise and commitment of a state advisory team that includes public and private partners who have developed a set of tools and resources to support statewide implementation of the medical home model for children in foster care. These tools and resources are publicly available on our state chapter of the AAP, NC Pediatric Society website. Additionally, a Maintenance of Certifi cation Part IV activity is available at no cost to participants and is being rolled out this winter and will be posted on line for additional providers to access in the future.
Tools to support quality care in a medical home for infants, children, and adolescents in foster care will be presented with an emphasis on the potential for replication in other states. Presenters will share lessons learned in the course of delivering technical assistance to primary care clinicians across the state in a variety of practice settings and locations, local departments of social services who retain custody of children in foster care, and local networks that are part of the state's nationally recognized medical home care management network for the Medicaid and SCHIP population. Presenters will share their experiences on project development, including the importance of gaining the support of funders and policymakers. Finally, future project developments will be highlighted which include a Learning Collaborative for Care Managers and an Online Learning Module for Social Workers. Prolonged fear can have deleterious eff ects on the trajectory of a child's health and can be considered "toxic stress" (Shonkoff , et al., 2012). Hundreds of thousands of Hispanic children living along the Texas/Mexico border, are exposed to fear and discrimination on a daily basis in an environment that has become highly militarized. Children suff ering toxic stress include: 1) children traveling alone trying to escape terror in their home countries, who are arrested and detained; 2) children exposed to violence in the Mexican drug wars who now live in border communities; 3) youth brought to the U.S. as infants, "Dreamers" who fear deportation, or that their only pathway to legal residency will be the military; 4) citizen-children living in mixed-immigration status families who fear permanent separation from their parent(s) through deportation ; and 5) citizen-children who have friends and schoolmates in the preceding categories.
Children's Lives on the Texas/Mexico
On February 14, 2014, the Children's Lives on the Border Community Gathering was convened by pediatricians and other community leaders, inspired, in part, by Shonkoff 's (2012) assertion that the professions of medicine, law, and education need to collaborate to address toxic stress. Fifty community activists, representing 15 legal, educational, medical, faith-and community-based organizations, crafted a community response to the extraordinary trauma that border children suff er. Over 500 short, mid-and long-term actions were identifi ed for eight themes: advocacy/ policy; basic needs; detention centers; media/changing the narrative; school; spiritual; public spaces; and community collaboration.
Outcomes from the gathering include: (1) public spaces transformed with welcoming murals at a community health center serving undocumented families and in federal detention facilities for children, co-designed and painted by child detainees, medical students, and community design professionals; (2) publications by pediatricians in local, state, and national media outlets, e.g. Treat these children with care and dignity, San Antonio Express News, August 1, 2014; Children's lives on the border. Pediatrics, 133(5), e1118-e1120; and Doctors with borders, Texas Observer, September 29, 2014; (3) community-based organizations provided workshops on eff ects of fear on families and children in communities with mixed-immigrant status families; (4) increased awareness of stress and children's needs among school personnel; and (5) helped facilitate a rapid community response to the infl ux of 54,000 child refugees from Central America in the few months following February 2014. Children and families released from U.S. Border Patrol holding cells were welcomed at local churches, staff ed by volunteers-physicians, nurses, social aid workers, etc. Children and families received medical care, respite, food, showers, clothing, and care packages to take on their journeys northward to family.
Participants in the Valentine's Day gathering continue to collaborate in ongoing eff orts to alleviate toxic stress in their communities and to embrace and care for children and families fl eeing for their lives. 
Health Insurance Status and Unmet Medical Needs Among
Purpose
Annually, around 9 million injured children are treated in U.S. emergency departments. For injuries that require medical care beyond acute care facilities, eff ective follow-up care may reduce the prevalence of disabilities and lead to improved outcomes. Although uninsured children have been found to receive less preventive and routine services, little is known about insurance-related disparities in obtaining recommended medical treatments following injuries especially using nationally representative samples. This study aims to examine the role of insurance status in receiving follow-up medical care after trauma injuries in children.
Methods
This is a retrospective study of the 1997-2006 Medical Expenditure Panel Survey (MEPS). Households, including children, from each panel are followed for approximately two years during which they are surveyed fi ve times (every 4-5 months). In these surveys, parents report their children's emerging health conditions and healthcare utilization. Children 0-17 years were included if they sustained an injury that was associated with at least one hospitalization, an emergency department visit, or an offi ce-based visit. Once an injury is reported, parents are asked whether further treatment was recommended. If affi rmed, a further question asks whether the child received all recommended care, received some of the recommended care, received no recommended care, or is still being treated for the condition. This response was used as the dependent variable with all recommended care as the reference category and insurance status (private as the reference, any public, or uninsured) as the independent variable. Multinomial regression model was used to model unmet healthcare needs in relation to insurance status adjusting for potential confounders.
Results
Among injured children, 51 were uninsured, 359 were publicly insured and 577 had private insurance. Compared to privately insured and uninsured children, publicly insured children were signifi cantly less likely to report excellent health at baseline. However, uninsured children were more likely to report higher perceived injury severity (p<0.01). Compared to privately insured children, uninsured children were more likely to receive no medical care following injuries (odds ratio 4.6; 95% CI 1.0 -20.6) adjusting for age, sex, race, baseline health and severity. There were no diff erences in receiving follow-up care between publicly insured and privately insured children.
Conclusion
Despite adjustment for demographics, baseline health and injury severity, uninsured children are more likely to receive no follow-up care after injuries. Failure to obtain timely care may put those injured at a diff erent trajectory for recovery and delay return to pre-injury health.
Implications for Policy
These results suggest health reform may be needed to increase access to health treatments among children with traumatic injuries. 
Head START and a Children's Hospital: Expanding a Collaboration to Benefi t Children
Purpose
Using a framework of toxic stress, parent engagement and life course theory we sought to maximize the positive impact on families by developing a functional, collaborative model involving key stakeholders at OB and CMH in addition to parents. The initial phase of this work consisted of a needs and strengths assessment as well initiation of vitally needed behavioral health interventions at OB.
Methods
Leadership and staff of both organizations routinely meet for understanding and strategic planning. A small leadership team on site daily works closely to assess family needs, plan interventions, and troubleshoot. Annual intake by OB now includes screens for parental PTSD (PC-PTSD), depression (PHQ-9) and parental adverse childhood experiences (ACEs). A psychologist, hired by CMH, has been assigned to develop behavioral and mental health care services at OB as well as initiate program in community engaged research.
Results
A needs assessment among 142 parents revealed several indications of toxic stress among the parent group, including 22% screening positive for PTSD, 19% screening positive for major depressive disorder and 35% with an ACE score of 4 or greater. A community action board (CAB) composed of parents at the center is engaged as partners in planning the adult wellness program and research agenda. All materials related to addressing toxic stress are vetted with the CAB. Parent Child Interaction Therapy (PCIT), early childhood mental health collaboration, caregiver wellness workshops and parent cafés have been initiated and are well attended.
Conclusion
Addressing the impact of parent's ACEs and toxic stress will be vital to impacting child health and educational outcomes. This two generation model shifts the traditional paradigms of both the pediatric health care system as well as the early childhood system. Enhancing systems collaboration by expanding the CMH role beyond general pediatrics has led to implementation of active interventions to address toxic stress in both children and their parents. 
Developing a Toxic Stress Screening Protocol and Referral System in a Large
Purpose
Toxic stress (TS) is the prolonged activation of the stress response system from sustained adverse childhood experiences without the support of a caring adult. This disruption of normal neurophysiology early in life increases risk of poor medical and psychosocial outcomes throughout life. Pediatricians are in a unique position to identify children at risk for TS. Our objective was to develop a screening protocol for TS in a high-risk population and implement an eff ective referral system based on delayed development, behavioral diffi culties or psychosocial stressors.
Methods
A team of pediatricians, child advocacy specialists, social workers, and behavioral health (BH) providers implemented staff training to create a trauma-informed offi ce. All children under 66 months presenting for well child visits were screened with the validated Survey of Wellbeing of Young Children (SWYC). A supplemental questionnaire was added to better identify additional family stressors. Positive screens were referred to social work or BH. Metrics included overall referral rate and interval between screening date and fi rst BH visit.
Results
1199 SWYC screens were completed between 6/9/14 and 3/26/15. Mean/SD age was 2.2y/1.8y; 51% were female, and 71% self-identifi ed as Hispanic. Nearly all patients had public insurance. Almost half (n=558, 47%, 95% CI 44%-50%) of all SWYCs were positive in at least one of the domains measured. Specifi cally, nearly 30% of all SWYCs were positive for behavior, and 17% positive for psychosocial stressors. Of all positive screens, 227 (40%) were eligible for referral and, of these, 128 (56%) received an initial appointment. The interval between screen date and fi rst appointment decreased from 14 days in the fi rst 2 months, to 1 day by month 9 of study, a 92% decrease (fi gure 1.). 
Conclusion
At this inner-city practice serving low-income families, TS was identifi ed in a large number of children and families, and 40% of them required referral for support services. Continued eff orts to improve coordination of services decreased wait times for services by 92% in just 10 months. Our future objectives will include improving the integration of BH within the pediatric practice, examining the eff ect of BH on TS within subjects over time, and exploring options for primary prevention within our community. 
Can We Promote Early Literacy in the Well
Purpose Identify interventions for disadvantaged Spanish and English speaking new mothers which foster early literacy promoting beliefs and behaviors since reading with young children strengthens parent-child relationships and builds language, literacy and social-emotional skills that last a lifetime.
Methods
300 mothers insured by Medicaid with healthy singletons in the nursery were enrolled in a study of educational materials and completed a baseline interview. Mothers were randomized to 1 of 2 interventions, each with a bilingual DVD and booklet. Half received the Ready to Learn (RTL) intervention addressing the benefi ts of reading, talking and playing with young children and a bilingual board book; half received the All Babies Cry (ABC) intervention focusing on crying as a normal infant behavior, signs of parental distress and strategies to sooth parents and infants. 80 RTL and 77 ABC mothers spoke Spanish at home; the remainder spoke English, but not Spanish. 245(82%) were contacted by phone for re-interview when infants were 60-180 do. However, only 115(38%) reviewed the materials and completed the interview (53 RTL/62 ABC). Follow-up mothers were more likely to have been immigrant (54% v. 34%, p=0.001) and interviewed in Spanish (31% vs. 13%, p<0.001) than those not reinterviewed.
Results
Enrollment-mothers in the 2 groups were well matched: 27.4(5.5) yo, parity 2.2(1.2), 70% married /LTG, 40% employed, 15% students, 25% < HS, 34% HS/GED, 41% >= 1 year college/vocational, 49% Hispanic, 12% NHBlack, 27% NHWhite, 12% Other. 20% interviewed in Spanish, 41.7% immigrant. At follow-up infants in both groups were similar in age 94.5(28.4) do, reading with adults 84%, #children's books/household (17.2(15.2) v. 18.4(18.4)), #days/week reading ((3.6 (2.9) v. 3.4 (2.9)). More RTL Mothers reported that a favorite activity with baby was reading together (34% v. 14.5%, p<0.05) and reading together was a favorite activity for baby (17% v. 4.8%, p<0.05). RTL fathers read more to their babies than ABC fathers (41.5% v. 22.6%, p<0.05).
Conclusion
This simple, inexpensive intervention was well accepted but underutilized by new low income mothers since few mothers viewed the materials provided in the hospital without signifi cant encouragement from investigators and hence, this intervention might be more eff ective if delivered by a trusted pediatric provider in a less intensive setting. At followup most mothers in both groups were reading with their babies. The intervention did not signifi cantly aff ect how often mothers read with infants but it did show an increase in their reported enjoyment of this activity and fathers' reading with infants. The AAP has recommended parents read, talk, and sing with infants beginning at birth. This work demonstrates that very young mother-child dyads can and do enjoy shared reading. Fathers may fi nd it diffi cult to connect with newborns; shared reading may off er an opportunity for them to bond with babies from the start. 
Addressing Behavioral/Emotional Health in Pediatric Primary
Site/patient description
The organizations are located in neighborhoods with high rates of poverty, violence, unemployment and health disparities. There are 7500 patients under age 18 in the FQHC practice. Half of FQHC families prefer Spanish-language services.
Goal
Find eff ective, sustainable ways to identify behavioral/emotional concerns early through universal screening, address concerns in primary care when possible, and facilitate linkages when more extensive care is required.
Strategies
• Integrate annual screening into well child visits (WCV) with age/language appropriate instruments (Ages/Stages SE, Pediatric Symptom Checklist parent/youth, Traumatic Events Screening Inventory). Behavioral health clinician (BHC -Licensed Clinical Professional Counselor or Licensed Clinical Social Worker) scores screener, gives results, and arranges follow-up at time of WCV. Goal is that WCV is completed in under an hour.
• Implement 'touchpoint' BHC visits at WCV for toddlers and three school-entry ages to introduce services.
• 'Warm hand-off s' available immediately for pediatrician/parent/patient concern.
• Families can call BHC phone-line if needs arise outside of a visit.
• Up to 6-8 'short' BHC follow-up visits (cognitive behavioral therapy) possible within the medical home -referral facilitated to CMHC if further therapy needed.
• Program coordinator provides community linkages and communication with school system.
• Legal services available through a local law school relationship.
• Increase pediatrician competency via psychiatrist-led trainings and phone consultation, develop guidelines for team co-management of ADHD, depression and anxiety.
• Strengthen EMR content to facilitate communication, tracking, care plans, etc.
• Develop organized approach to "crisis" issues such as current suicidal ideation.
Findings:
• 19% of site's pediatric patients have participated in a program activity since 2013 (screening, touchpoint, warm handoff , other). The crisis workfl ow has been used 9 times. • Rates of positive screeners are below expected (6.5% -expected 20-30% from literature).
• Rates of parent/pediatrician/patient concern are high -10 times as many referrals to BHC are for concern than from positive screener.
• Approach has led to signifi cant increase in 'show rate' for BHC visits as compared to routine therapy visits at the FQHC.
• With consent, participants and a control cohort will be followed over 12 months to evaluate changes in behavioral/ emotional health and other factors.
• States vary widely in reimbursement of screening and BHC-type activities including short counseling encounters. An analysis of reimbursement needed for sustainability is underway. 
A Promising Strategy for Addressing Trauma Among Institutionalized Children in
Methods
This study used data from a Toy Library (TL) operating in a government-run orphanage in Vietnam. The TL is a novel strategy for dealing with childhood adversity/stress toxicity. The TL provides a safe space for caregivers to learn appropriate caregiving-practices from trained specialists using developmental-based toys in play sessions with the aim of helping children through experienced-trauma. A sample of 24 children (< 5yrs) and their caregivers were recruited for the program. Caregivers were individuals from the community who volunteered a few hours a day working with the children. The volunteers were trained in early childhood development and play as well as their interactions with children observed. Baseline data was captured using the Child Behavior Checklist (1.5 -5 years), the Indicators of Parent/Child Interaction (IPCI), and Ages and Stages Questionnaire (ASQ-3) developmental screening tool.
Results
Data revealed signifi cant improvements in the percentage of children scoring in the normal range for problem solving and personal/social skills on the ASQ-3 from Time 1 to Time 2. Also, Children improved in the quantity of positive feedback cues to, sustained engagement and follow-through with caregivers during play, and lower levels of frozen and watchful behaviors [t(24)=-4. 
Conclusion
The quality of children's interactions with caregivers improved over time. Even though a signifi cant percentage of children had initial developmental delays, training caregivers on child development and play contributed to narrowing of the gap between biological and developmental age. Persistent fussy and irritable behaviors are linked to DSM-IV conditions in children (e.g., OD) and thus should be screened for in Vietnamese institutions. Although this is not a randomized trial, it does represent a promising strategy in dealing with childhood adversity and that could potentially be incorporated into other outpatient/community initiatives. Thus, the TL should be tested in a larger trial with an appropriate comparison group.
Holistic Homes to Break the Cycle
Ashley G Bennett, MD, University of Southern California Keck School of Medicine/CHLA, Los Angeles, CA Parental incarceration has a profound impact on a child and increases their risk for experiencing toxic stress from their high-risk environments. The goal of this project was to create the infrastructure for holistic, trauma-informed Medical Home that could meet the needs of children aff ected by parental incarceration. This project used CATCH Grant funding to implement activities in the home, in the clinic, and in the community.
Mindfulness-based activities, although generally unavailable, provide children and families with vital skills to alleviate the physiologic trauma of toxic stress and support to nurture relationships. Families aff ected by parental incarceration were invited to 2 hour event hosted by their after-school program. During the event, children participated in a yoga class and other activities known to improve emotional regulation. The lead pediatrician met with the caregivers to introduce the concept of toxic stress and to discuss strategies to promote resiliency. At the end of meeting, interested caregivers signed up for the other components of the pilot program: a parent partner and an 8 week mindfulness-based curriculum that would be sent to their home in weekly installments. All families were given resiliency tool-kits that contained childfriendly activities and toys that could be used to teach coping skills (such as bubbles for breathing).
Many families aff ected by parental incarceration are isolated due to shame and struggle to provide an environment that promotes emotional healing. Two parent partners were hired to increase the families' social capital and to build trust within the community. The lead pediatrician trained the parent partners, met with them weekly to discuss issues, and facilitated communication between parent partners and families' social workers.
The project involved several activities to educate the community and decrease stigma. A large crowdfunding event provided a platform to educate the community, to develop new community partnerships, and to raise funds for future activities. The project leaders also appeared on local radio stations and met with the superintendent of schools and representatives from the police department to discuss strategies to minimize the impact of parental incarceration on children.
To help guide the development of more trauma-informed medical services, staff members and a small subset of patients at a local pediatric clinic were asked to complete surveys during this project. The staff surveys provided information about the clinic's capacity for providing trauma-informed care. A trauma-informed psychosocial screen provided additional information about the needs and clinical experiences of patients and helped demonstrate the importance of trauma screening to clinicians.
Successful completion of project activities required collaborative community eff orts and family and child engagement, and CATCH grant funding. Information from these activities will be used to design a Medical Home to meet the needs of children aff ected by parental incarceration.
Mental Health Integration -It Works!
Huy Nguyen, MD, Deborah Allen, ScD, and Christy Moulin, MA, Boston Public Health Commission, Boston, MA
Purpose
This collaboration between a local health department and two state agencies linked two SAMHSA funded grants to develop and test a model of integration of early childhood mental health and family support into the pediatric medical home. The project, with service delivery in 7 community based primary care settings, provide a continuum of care which includes early identifi cation, care coordination and support around family stressors, and parenting and mental health interventions. Service delivery sites included.
Methods
The model embeds a Family Partner with lived experience and an Early Childhood Mental Health (ECMH) clinician into pediatric primary care. This "power team" works together to assess, support, and follow families with children who are identifi ed by primary care providers with signs of social and emotional diffi culties, are experiencing risk factors known to lead to poor outcomes, or are at imminent risk of or are diagnosed with a mental health condition. The team enhances the capacity of the family-centered medical home to respond holistically to the health concerns of families, providing a menu of mental health related services. Support includes a family centered, culturally competent, Wrap-Around informed care planning approach to support families and improve child outcomes.
Results
While one evaluation is ongoing (it is a longer duration grant), children enrolled in the other grant achieved improved mental health outcomes (Figure 1 ). Children receiving care at a comparison site showed no such reduction in risk; in fact, behavioral symptoms increased over time among nonparticipants. The caregivers of enrolled children showed lower levels of stress and depression (Figure 2 ).
Conclusion
The powerful combination of professional skill and personal connection off ered to families achieved positive outcomes in both programs. The Family Partner brings fi rst-hand experience navigating systems and caring for a child with social, emotional or behavioral needs. The ECMH Clinician has professional training and an in-depth understanding of early childhood mental health. Through family strengthening, parent support and mental health interventions, parents gained knowledge of child development, parenting skills, and better utilization of community resources, which led to improved child and caregiver outcomes.
Recognizing the salience of the pediatric medical home for young children and the central importance of caregiver engagement and support in addressing the needs of very young children, this model engages families early and takes pressure off an overburdened primary care and mental health system. Acknowledging that practices may not have the capacity to employ a "power team," we created a comprehensive collection of tools and guidance for integrating early childhood social and emotional development into pediatric care that is available online. The toolkit includes sections on providing family centered care for children's social emotional development, integrating early childhood mental health staff , building medical home systems, and fi nancing the model. 
Mental Health Integration -It Works!
Background
Socioeconomic factors have long been known to aff ect health. The medical community and other sectors who work with children and their families are beginning to understand that adverse childhood experiences can impact long term health in similar ways, and genetic, hormonal, and brain research now supports this. Despite these advances, this knowledge has yet to be routinely translated into practices that improve identifi cation of aff ected children, thereby allowing family referral to needed services. Existing screening tools usually focus on one of three broad categories: socioeconomic factors, adverse childhood experiences, or resiliency. Each of these separate tools is lengthy, and may not be administered with tools for the other categories. In addition, existing tools do not allow the family to set priorities.
Objective
We would like to create a single, short screening tool that addresses all three categories in a way that allows the family to set priorities and guide needed interventions.
Methods
Faculty from 4 institutions in Chicago reviewed existing validated screening tools and incorporated key elements of each into a new tool. The screening tool is being piloted in a semi structured interview format on 10 families from each institution to guide modifi cation of the tool.
Results
We are modifying the tool based on the results of the pilot and creating a 12 item screen which will be tested in 4 institutions' resident clinics looking at acceptance, feasibility and validity. 
Purpose
Urban youth are disproportionately impacted by violence. They suff er the loss of support systems and endure chronic stress from unsafe environments, making them a priority population to engage in violence prevention activities. Many communities have created interventions to mitigate youth violence, but few have included the perspectives and input of community youth. A community-academic partnership created YouthHaven, a research and advocacy training curriculum to build youth ambassadors' capacity to reduce community violence, and empower youth ambassadors to impact violence prevention policy in New Haven, CT.
Methods
YouthHaven consists of 12 youth ambassadors (YAs), aged 16-18, recruited from city public schools for their interest in violence prevention, who, during two consecutive summers of full time work and two school years of meetings 2-3 times per week for 2-3 hours, participated in training and project implementation. YAs were compensated for their time. In their fi rst project, YAs convened a citywide "Youth Congress" to gather other youths' perspectives on violence. Data collection included both quantitative audience response surveys and qualitative, facilitated small group sessions around targeted theme areas such as "your ideal neighborhood." Ambassadors used these data to develop their next projects; each project was led by YAs with facilitation by adult, academic and community partners.
Results
Data from the Youth Congress showed 81% (N=54) of attendees reported a family member being hurt by an act of violence and 61% (N=49) reported having a family member killed in an act of violence. Small group session data analyzed through qualitative methods revealed that youth priorities in violence prevention were focused on improving employment opportunities, activities for youth, and improving the city environment. The YA presented these themes to city leaders, police, and community stakeholders; reviewed and contributed to a citywide violence prevention planning document; developed and implemented an IRB-approved survey for youth on violence prevention strategies, and completed a course in violence mediation training.
Conclusion
The incorporation of youth perspectives, experiences, and priorities is feasible and critical to the creation of violence prevention strategies that can be endorsed by the youth for whom violence prevention policies are intended. In recent years, much light has been shed on the science of toxic stress in childhood. Toxic stress (TS) is defi ned as the prolonged activation of a child's stress response system resulting from the experience of adversity in the absence of supportive, responsive caregiving. It aff ects the brain chemistry and architecture, expression of DNA and leads to poor behavioral and health outcomes throughout the child's life and into adulthood. Screening for and identifying ways to help children who are experiencing toxic stress is a major goal of the new AAP Center on Healthy Resilient Children. Identifying ways to integrate pediatric primary care and mental health care is also a goal of the AAP. In response, we have developed a collaboration between a large pediatric primary care center and a local behavioral health (BH) agency with the goal of screening for TS and providing assistance to families whose children are at risk for TS. An interdisciplinary team of a pediatrician, social worker, child abuse parent advocate, child trauma psychologist, a pediatric nurse practitioner, the BH agency coordinator, and two pediatric residents developed a protocol to screen for TS using the Survey for Well-being of Young Children (SWYC) and to refer those with positive screens for additional services. At each well child visit from two months to fi ve years, the SWYC screens for adverse childhood experiences, including domestic violence and maternal depression, as well as the child's development and the caregiver's perception of the child's behavior. In order to learn more about the child's home environment, we added fi ve questions. We also added a preamble to explain why we were screening and created a referral sheet for the provider to use to streamline the system. In January of 2014, we began using the SWYC for universal screening during well-child visits between 2-60 months by every pediatric provider: 36 pediatric residents, 8 attending pediatricians and 2 pediatric nurse practitioners. At the same time the BH agency increased their presence so that there was almost always a BH clinician in the clinic to meet with the families identifi ed through the screen.
A Primary Care and Behavioral Health Collaboration Developed to Screen for and
The purpose of this presentation is to describe: 1. The community engaged steps we used to develop our collaborative. 2. Our protocol for screening for toxic stress and referring families to improve resilience. 3. Challenges and limitations we faced. 4. Our plans for next steps including research to measure child and family outcomes.
While more work needs to be done to examine the eff ectiveness of our project, the use of universal screening for toxic stress and successful integration of a BH agency into a large pediatric health center off ers a strong example of how this model could be adopted by other pediatric practices.
Women Connect: Providing Resources to at-Risk Women & Children in New Jersey
Katherine Doyle, Ramya Krishnan, Shilpa Pai, MD, Sydney Hyder, Gabriela Magdaleno, Hetal Ray and Zimeng Gao, Rutgers-Robert Wood Johnson Medical, New Brunswick, NJ
Background
The Center for Great Expectations (CGE) in Central Jersey is a support center for homeless, pregnant or parenting women and their children. CGE is the only non-profi t in NJ that provides individualized treatment and support within a home environment to help families overcome trauma, abuse, addiction, and homelessness. This female population averages an Adverse Childhood Experience Study (ACES) score of 5.
Purpose
Approximately 1.6 million children in the United States will experience homelessness over the course of a year. Children who experience homelessness or are born into homelessness are at higher risk for mental health issues, exposure to violence, developmental delay and frequent illnesses. Single females head 84% of homeless families. Women Connect's goal is to minimize the toxic stress by teaching mothers how to be their children's primary advocate by teaching how to obtain available resources off ered through private, public and federal organizations for basic necessities and health care.
Method
Women Connect is a program comprised of eight teaching sessions designed and run by Rutgers-Robert Wood Johnson fi rst and second year medical students, with support from Rutgers-RWJ pediatric residents during their advocacy rotation. The curriculum teaches homeless mothers how to fi nd community resources such as local food pantry hours, subsidized after-school programs, GRE information and available aff ordable housing, in order to maximize the health and wellness of their children. These one-hour sessions are held on a monthly basis and were written based on results of needs assessments. Sessions include: "Identifying Resources in the Community", "Resources in NJ", "How to Evaluate Resources", "Using the Internet for Resources", "Creating Your Child's Health Medical Journal", "Creating a Resume," "How to Find Trusted Medical Information," and ACLS Training.
Results
Identical pre-and post-test comprised of problem solving based questions are used to assess the success of each session. Pre and post-test results demonstrate a 100% success rate for improving knowledge on specifi c resources and/ or how to obtain resources eff ectively. Pooling various session's pre and post test results, the average pre-test score is 1, with an average post-test score of 3.5. 80% rate the usefulness of the sessions as 5/5. These results demonstrate that the sessions increase the client's ability to access resources, judge the validity of the source, use various media venues to organize their child's health information and improve health literacy.
Discussion
In order to improve the wellness of homeless children in the U.S, parents must be empowered by knowledge and a research skillset to have the ability to advocate for their child's needs in order to create resilience to toxic stress within the family. Women Connect's success demonstrates that individual sessions focused on connecting adults to available resources increase their capability to provide a better, safer, healthier childhood for at-risk children.
Early Childhood: Integrated Behavioral Health in Pediatric Practice
Michael W Yogman, MD, Susan Betjemann, LICSW, and Liza Brecher, BA, MS, Mt Auburn Hospital, Cambridge, MA
Purpose
National estimates of emotional or behavioral disturbances in early childhood (birth to age 5) range from 9.5 to 14%, yet far less than half of these children receive any mental health services. Even when services are accessed, they are often inadequate in quality and/or quantity. Not surprisingly young children (especially from culturally and racially diverse populations) are expelled from preschool at rates exceeding 11.5/1000 and preschool children are expelled at 13 times the rate for children in kindergarten through 8th grade. While developmental and behavioral screenings in early childhood are now more widespread, there are multiple barriers to accessing mental health care: lack of providers trained to treat young children, stigma, long wait times and insuffi cient insurance payment. Integration of behavioral health in a pediatric offi ce removes multiple barriers and enables prevention and earlier intervention by decreasing stigma and wait time, integrating physical and mental health care, and reducing referral barriers by building on the established trusted relationship with the pediatrician. Working with young children requires family focused partnerships and community connections.
Methods
This grant funded quality improvement project co-locates a social worker in a pediatric offi ce to off er behavioral health consultation, assessment, triage, short term treatment (e.g Triple P) and care coordination with preschool, early intervention programs, teachers and specialists. Over 400 families (25% of the practice) have taken advantage of these services over the past 2 years. Data was collected both pre and post intervention on Triple Aim measures: patient experience, population outcomes of specifi c conditions (tracked in an emr registry), and cost (total medical expenditures, ie, per member per month).
Results
After 18 months of intervention, the data show improvements in patient experience, quality outcomes and cost. The greatest cost savings occurred in the group with co-morbid behavioral health and complex physical conditions from $2556 pmpm in 2013 to $1211.55 pmpm in 2014. Case examples of preventing preschool expulsion will be provided.
Conclusion:
In spite of data suggesting improvements in the Triple Aim and the capacity to address a major public health problem of preventive mental health in early childhood and preschool expulsion, this service model is not fi nancially sustainable in the current fee for service environment. The potential for improved outcomes as well as cost savings requires an alternative more sustainable payment model. In 2013, The Children's Board of Hillsborough County supported a new program to place a developmental specialist in two general academic pediatric practices to monitor newborns' and young children's development. The families were off ered developmental screenings beyond those recommended by Bright Futures. In addition, they received developmentally appropriate toys and were given community resources to assist with development and help engaging with the Early Steps (Early Intervention) Program. After two years, the grant was reconfi gured to continue developmental support, but strengthened the community support component focused on families with children ages 0-3 years old. For families that needed increased assistance (e.g. housing, food, parental mental health, etc.), a case worker was assigned.
General Pediatric Offi ce and Community Family Support Collaboration to Improve Early Childhood Developmental and Mental Health Outcomes
Outcomes during fi scal year 2013: 92% of 65 children who were referred for services showed improvement on reassessment (585 children screened). 50% of 8 families demonstrated improved well-being after case management.
In fi scal year 2014: 94% of 47 children identifi ed with developmental concerns near or below the cutoff showed improvement at 2 month re-screening using Ages and Stages (431 children screened). 100% of 27 children identifi ed with developmental concerns were linked with a formal evaluation before 34 months of age. Of 23 families who participated in case management for at least 30 days, 87% demonstrated improved well-being and 100% had increased social supports.
In This collaboration has provided intense developmental screening and case management support of young children. Both of these are diffi cult to obtain in a general pediatric setting with a low income, at risk population. The families are introduced to these services in a familiar and trusted setting. The community's support of this program through grant funding shows their commitment to healthier outcomes for our most vulnerable families and children.
Prevention and Early Identifi cation of Traumatic Stress at a Women and Children's Health Centre
Alfhild Larson, MD, FRCPC, FAAP, IWK Health Centre, Halifax, NS, Canada
Background
A tertiary women and children's hospital in a mid-sized Canadian city is implementing Trauma Informed Care, which was initiated originally within mental health services for children and youth. This presentation describes the work of the "Early Screening" sub-committee, tasked to address how to identify, and where possible prevent, trauma related symptoms in women or children who are not involved in mental health services.
Project
To date the group has identifi ed three main areas of need:1) improved screening of women during pregnancy; 2) programs to screen and treat currently underserviced but at risk infants and toddlers, for example, where there are concerns such as excessive crying or disruptive behavior; and 3) improved screening for children and youth attending the health centre for medical reasons, to identify those who have had trauma exposure that may infl uence or even explain their symptoms, or that may aff ect how they respond to assessment and treatment of their medical problems.
Three processes are underway to work towards these goals: 1) engaging health centre clinicians outside of mental health, who currently may not identify Trauma Informed Care as a priority (or may not know what it is); 2) engaging services outside of the health centre such as child protective or early intervention services, and 3) identifying appropriate screening tools for the diff erent target groups.
All three processes will be described in the fi nal presentation, but the issue of screening tools is the focus of this abstract. We have searched the literature for evidence to identify existing tools that are appropriately sensitive and specifi c, acceptable to the persons being screened and the clinicians using them, and with a low risk of exacerbating pre-existing trauma symptoms.
There is very limited evidence on brief screening tools for circumstances when trauma is not strongly suspected.
As another example of the challenges of identifying appropriate screening tools, we have considered children referred for suspected ADHD. PTSD is a common comorbidity with ADHD, and the two conditions have some overlapping neuropsychological impairments. Yet the ADHD toolkit typically used by Canadian pediatricians does not incorporate this evidence into practice. The Canadian ADD Resource Alliance (CADDRA) suggests a minimum of four offi ce visits, combined with gathering of collateral information, prior to diagnosis. Their tools to support this process screen for 30 conditions (psychiatric, developmental, or medical) that are considered as potential mimics or co-morbidities of ADHD. However, trauma related stress is not among these 30.
Conclusion
We hope that a description of the challenges we face and how we are dealing with them will be helpful to others who are in the early stages of implementing Trauma Informed Care. The deleterious eff ects of adverse childhood experiences (ACES) and toxic stress are now well established. Responding to a call to action for pediatricians to address these issues, a community health center system serving over 5000 children under 4 in an low income ethnically diverse community, developed and implemented a new program focused on the youngest children served and their families and pregnant women through creating a shared vision and joining forces with our families, community mental health partners, our Medical Legal Partnership, our police chief, home visiting programs, educational and health institutions and others.
Everychild Bright Beginnings
Since implementation in 2014 we have educated and trained over 350 staff in trauma informed care (TIC). We changed the manner in which we interact with families and staff to instead of asking "why" a family did not do something or is acting in a certain way, we now ask "Is something happening in your life". We are redesigning care processes, policies and procedures to incorporate TIC approaches. Our integrated behavioral health team developed screening tools addressing stressors, protective factors, ACES, and literacy promotion. Families are stratifi ed by risk and we intervene in a tiered approach. To date one of every three families screened are moderate to high risk. Interventions range from evidence based behavioral health treatments to parent child bonding and educational interventions. We have developed and implemented new training in and responses to intimate partner violence. All staff have been trained in how to respond appropriately to trauma disclosures.
In addition to our clinic system program, we are leading the eff ort and partnering with the broader community to advocate for and educate in TIC at all sites that interface with children and families such as the school district, police department, and hospitals. Training has spread beyond our walls to already touch many of those groups and to change the TIC discourse in the larger community.
Our model with the development of momentum and shared vision, not only in our health center but in the community as a whole, in an upstream approach, is geared towards moving young children and young families to the best trajectory for lifetime success. Our project model and approach is one that can be adapted for many pediatric practices, communities and settings. 
Evidence-Based Parenting Training of Foster Parents Improves Empathy and Skills
Purpose
Children in foster care have a high prevalence of early trauma and social-emotional problems. Foster parents (FP) need support and training on behavior management.in foster care.
To determine whether an evidence-based parenting program (Incredible Years, IY) adapted for foster care impacts child behavior or FP stress, parenting attitudes, or perceived competence.
Methods
We conducted a pilot randomized controlled trial of IY, off ered to FPs of children aged 2-7 yrs, randomly assigned to the IY intervention (14 week professionally led group parenting program) or control (TAU: treatment as usual, no parenting program) groups. 
Results
Between the IY (n=19) and TAU (n=19) groups, there were no signifi cant demographic diff erences based upon FP or index child characteristics, pre/post CBCL scores, or parent stress scores. FPs trained in IY had improvements in empathy from pre to post screening (p = 0.009), signifi cant changes in their views of family roles when compared to TAU (p = 0.03), and a signifi cant decrease in the perception that their child needed formal behavioral health treatment (85% pre vs. 53 % post, p = 0.03), unlike TAU. Main themes from qualitative data (4 focus groups; 5 in-depth interviews; total n=13) highlighted that FPs trained in IY had new perspectives on the value of play, benefi ted from peer support, and reported enhanced parenting skills. These FPs reported this program improved child confi dence and reduced negative behaviors, and these changes were sustained over time.
Conclusions
This pilot RCT did not support our primary outcome; however, we found some positive and potentially important eff ects on secondary measures including signifi cant changes in empathy, enhanced ability to adopt the child's perspective, and reduced need for formal mental health treatment for children with behavioral problems. Qualitative reports of benefi ts derived suggest FP enhanced empathy may impact tolerance or sensitivity to child behavior. Our study, while small, supports the benefi ts of evidence-based parenting education for FPs caring for traumatized children who are likely to pose behavior management issues. 
Early Treatment for Neonatal
Purpose
To examine the safety, outcome, and cost profi les associated with a palliative treatment model for newborns at high risk for opioid withdrawal in the setting of level I newborn care.
Methods
Retrospective chart review was performed for 137 qualifi ed infants born in a clinical university setting between 2006 and 2014 with an ICD-9 diagnosis code of 760.72 (Narcotics aff ecting fetus or newborn via placenta or breast milk) or 779.5 (Drug withdrawal syndrome in newborn) and admitted for Level 1 care. All were treated with a palliative model that combined early (within 24 hours of birth) methadone treatment and inpatient stabilization with regimented outpatient weaning. Eleven patients (8.0%) experienced medical complications (fever, hypoglycemia, tachypnea, supraventricular tachycardia) requiring transfer to a higher level of care prior to completion of the care model. For the remaining 126 newborns, primary outcome measures for analysis included hospital length of stay, need for co-medication, adverse medication and safety events (unsafe sleep, drops), peak modifi ed Finnegan abstinence scores and weight loss levels, readmission rates, and total hospital charges and cost per case.
Results
Newborns at high risk for opioid withdrawal who were completely treated with our palliative model had an average gestational age of 38.5 weeks (range: 35-41). Median length of stay was 8 days (range: 4-19). Co-medication was needed in 2.4% of cases, and there were no adverse medication-related events documented. Safety events were observed in 7.1%, all related to unsafe sleeping environment in the hospital. There were no infant falls or deaths. Newborn oversedation was noted in 5.6% of cases, all during inpatient stabilization. Mean peak abstinence score was 11.1 +/-3.7, with only 7% of newborns experiencing signifi cant gastrointestinal symptoms. Mean weight loss from birth was 7.0 +/-2.5%. Emergency care within 30 days of discharge was sought by 11.9% of newborns, with 2/3 subsequently hospitalized. Reasons for readmission included pertussis, RSV, fever, hypothermia, apparent lifethreatening event due to refl ux, bacteremia, diarrhea, and failure to thrive. For our treatment model, mean total hospital charges and cost per patient were $10,380 +/-3007 and $5585 +/-1702, respectively. In our cohort, 96% of newborn hospital stays were funded by Medicaid.
Conclusion
Based on our data, a model of palliative methadone therapy for newborns exposed to chronic long-acting opioids during late gestation that combined early treatment, inpatient stabilization and outpatient weaning was eff ective and cost-saving when compared to reported national averages (JAMA 2012 (JAMA , 307:1934 . Our newborns experienced early and eff ective symptom control and low rates of transfer, safety events, and readmission. This innovative model of care may be feasible for level I nurseries, have widespread applicability and may further confer social, medical and economic benefi ts associated with family-centered care, parental engagement, and shorter hospital stays. 
Trauma Informed Care for Youth in Foster Care
Purpose
The American Academy of Pediatrics (AAP) recommends trauma informed systems of care for youth in foster care. The purpose of this study was to conduct a pilot project to incorporate trauma-informed care within an outpatient setting when caring for children in foster care. The specifi c objectives were to (a) provide trauma-informed training for pediatric residents; (b) pilot standardized screening; and (c) describe screening results using post implementation chart review.
Methods
The pilot project was implemented over an 18 month period of time, September 2013 -October 2014. Community partners provided training for staff , providers, and pediatric residents. We utilized "Plan Do Study Act" (PDSA) quality improvement cycles to monitor progress.
For the pilot, we selected a newly developed trauma screening tool, the Traumatic Experiences Questionnaire (TEQ). The tool met our screening criteria including: mental health professional recommended, brief, and available in Spanish.
Although the TEQ has been used in over 400 children 2-8 years of age, it is not yet validated. The TEQ was adapted for use in children age 11-17 years, and is referred to as TEQ-A.
Standardized screening using the age appropriate caregiver or child completed TEQ/TEQ-A was off ered at time of entry into foster care and during well child visits for youth in foster care age 2-17 years. A post implementation chart review was conducted in 2014.
Results
Thirty-eight residents received training on trauma informed care using materials and handouts from the AAP toxic stress toolkit.
119 charts were reviewed. There were fewer young children (2-10 years of age, n=45) compared to older children (11-17 years of age, n=74). 58% of all children were male, 31% Hispanic, 50% White non-Hispanic, and 19% unknown race/ethnicity. There was no association between total number of trauma experiences, number of trauma symptoms, and physical or mental health diagnoses (p > 0.05). Psychotropic medication use was reported in 66% (n= 49) of older children. Screening occurred in 69% of younger children (n=31) and 47% of older children (n= 35). The mean number of traumatic experiences was similar in both age groups: 4.5 in younger children vs. 5 in older children. Rates of trauma symptoms detected through the TEQ/TEQ-A ranged from 3.0% -57.6%.
Trauma Informed Care for Youth in Foster Care
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Conclusions
Collaboration with community partners to provide trauma informed training was well received, and the feasibility of using the brief TEQ/TEQ-A to screen for trauma experiences and symptoms was demonstrated. Rates of standardized screening were low among adolescents and further evaluation of the utility of the TEQ-A in the medical setting is needed. This pilot demonstrated that standardized screening for toxic stress can provide valuable information and create an opportunity for caregiver/patient education. 
Interprofessional Training in Trauma Informed
Purpose
1 in 5 children in the United States experience mental health problems and 3 out of 4 children with mental health disorders present to primary care. Given this need, there has been a national call from bodies including the American Academy of Pediatrics and the National Institutes of Health to improve the integration of primary care and mental health services. Our hospital is an urban teaching institution with an underserved population with high rates of trauma related to immigration, intimate partner violence, and child abuse. We aimed to create a program that would (1) address the need for mental health consultation in the pediatric primary care clinics, and (2) provide interprofessional training for pediatric residents and psychology trainees.
Methods
Over a two year period, the leadership from the primary care pediatric clinic and the infant, child and adolescent psychology team built a program that integrates pre -and post-doctoral psychology trainees into resident continuity clinics. All psychology trainees were oriented to primary care and received intensive training in trauma-specifi c interventions. Trainees and supervisors conducted joint huddles during each clinic session to discuss cases for potential collaboration. Depending on the need, psychology trainees performed screening, assisted with referrals to other mental health providers, and provided brief consultations. Psychology trainees also participated in resident didactics on subjects that joined the two fi elds. Both disciplines provided the trainees with instruction in team based models of care.
Psychology trainees recorded data including demographics, reason for consultation, and services provided.
Results
Over an 18-month period, 200 unique patients were referred for a total of 294 consultations. The most common assessments were behaviors related to trauma (51%), anxiety (25%), and depression (21%). Recent immigrants constituted 11% of referrals. The majority of patients (60%) received brief counseling, while a smaller number (27%) were referred for subspecialty care. On average, psychology trainees spent 45 minutes on each case. A total of 25 pediatric residents and ten psychology trainees participated in the program.
Conclusions
Integrating mental health and pediatric primary care in a setting with high rates of trauma allowed us to meet the high demand for mental health services as well as the training needs of learners from both disciplines. Structured collaboration opportunities and dedicated supervision from both programs is key. Referrals to specialty mental health are challenging because of stigma, logistical barriers in attending appointments, or long wait times for services. With brief consultations from the psychology trainees nearly 2/3 of cases were able to be turned back over to pediatric primary care. Embedding psychology trainees in resident continuity clinics is a meaningful way to address mental health concerns in a population with high rates of trauma while providing interprofessional training about working in multidisciplinary teams. 
Assessing Foster Parents' Perception of Their Preparedness to Care for the Child Exposed to Early Toxic Stress
Purpose
Children in foster care have a high prevalence of early toxic stress and signifi cant physical and mental health care needs. Foster parents (FPs) are the primary resource to physicians and DCF in identifying health concerns in this vulnerable population. However, to this point, little attention in the literature has been paid to FPs' self-perceived preparedness in understanding and supporting the unique behavioral and emotional needs of the children in their care.
The objective of this study is to characterize FP perception of their own abilities, and their perceived level of training and support, in understanding and managing the behavioral and emotional needs of the children in their care, with the aim of identifying circumstances where FPs would most benefi t from physician support.
Methods
This study is part of a single-center qualitative study of a cohort of FPs presenting for their foster child's initial evaluation in a clinic specializing in the care of children in foster care. Over the course of one year, 34 FPs fi lled out a survey that included 11 self-rated items rated on a 10-point visual-analog scale with open spaces provided for comments.
Results
Experience of the 34 FPs surveyed ranged from one week to 22 years. Median responses to questions assessing FP comfort in communicating to their foster child about their prior experiences ranged from 8.45 (95% CI: 5.74-8.14) to 9.60 (CI: 8.12-9.60). When asked if they had been given support in both understanding and managing their children's behaviors and emotions, median responses were 8.8 (CI: 5.39-8.04) and 7.95 (CI: 5.11-7.70), respectively. Notably, comments provided by FPs indicate that most have had to seek training and support from agencies outside of DCF.
Regression lines between years of FP experience and reported level of training and support showed an inverse growth relationship, indicating that parents with less than 4 years experience were more confl icted about the level of training and support they had received; after that point, responses stabilized at a high level of satisfaction.
Conclusion
Many FPs report a lack of specifi c training regarding the emotional and behavioral health of the children in their care. Thus, it is important that pediatricians provide anticipatory guidance, particularly to newer foster parents, with regard to understanding and managing the emotional and behavioral consequences of toxic stress.
Human Traffi cking Educational Initiative in a Pediatric Emergency Department: A Multidisciplinary Approach
Gabriella Sophia Lamb, MD and Carmelle Tsai, MD, UT Southwestern Medical Center at Dallas, Children's Medical Center, Dallas, TX
Purpose
The human traffi cking of children is capturing intense interest amongst healthcare providers. Studies show 87% of victims have undergone examination while in captivity, yet remained unidentifi ed. While most encounters are in the emergency department (ED), a study of ED providers revealed a gap in knowledge about HT. Data suggest educational presentations are eff ective interventions for increasing perceived HT knowledge in ED providers.
Our project aims to increase ED provider awareness of HT, knowledge about HT health eff ects, and understanding of available resources. Previous studies have not examined this type of intervention within the context of a residency program. Despite 173,225 visits annually, there have been no identifi ed cases of HT in our ED.
Methods
Following a plan-do-study-act model, we designed an hour-long multimedia, interactive presentation addressing HT epidemiology, symptoms, strategies for history taking, trauma-informed care, mandatory reporting, and available resources if disclosure is made. This presentation was piloted with small groups of nurses, residents, attending physicians, and medical students. All attendees were provided an ID badge card with key resources. Pre-and postintervention surveys were employed to assess perceived knowledge.
Results
Our preliminary data show an overall improvement in provider awareness and understanding of HT victim identifi cation and appropriate response in the event of a disclosure.
Conclusion
An hour-long interactive session and provision of badge-cards are eff ective ways to train ED providers on identifi cation, patient interaction, and resource availability for HT victims. Future work will include feedback-based refi nement of the presentation, and expansion of the training sessions to all ED nurses, social workers, registrars, security staff , and pediatric residents. The sessions will be integrated into the annual ED staff continuing education curriculum, resident noon conference, and the community advocacy rotation. Further pre-and post-intervention data will be collected to evaluate the effi cacy of this initiative. Key: 1 = Strongly disagree, 2 = Disagree, 3 = Neither agree nor disagree, 4 = Agree, 5 = Strongly agree
